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The findings and conclusions of any investigation \ POU
by the Health Division shall not be construed as ‘X /\,

prohibiting any criminal or civil investigations, d‘ ’

actions or other claims for relief that may be

available to any party under applicable federal, c %/
state, or local laws.

This Statement of Deficiencies was generated as
aresult of an annual State Licensure survey
conducted in your facility on 3/16/11. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The facility is licensed for eight Residential
Facility for Group beds for elderly and disabled
persons, Category | residents. The census at the
time of the survey was seven. Seven resident
files were reviewed and four employee files were
reviewed. One discharged resident file was
reviewed.

The facility received a grade of A.

The following deficiencies were identified:
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(d) The health certificates required pursuant to N 1o ‘\\Aﬁ LL\N\Q Fog
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NAC 449.200
1. Except as otherwise provided in subsection 2, GY

f deficiencies are cited, an approved plan of correction must be retured wikhin 10 days after receipt of this statement of deficiencies.
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This Regulation is not met as evidenced by:
Based on record review on 3/16/11, the facility
failed to ensure 1 of 4 employees complied with
NAC 441A.375 regarding tuberculosis (TB)
testing for the protection of all residents
(Employee #3 - missing documentation of
positive PPD skin test).

Severity: 1 Scope: 3
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NAC 449.2742
6. Except as otherwise provided in this
subsection, a medication prescribed by a

physician must be administered as prescribed by . SEC o pn
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This Regulation is not met as evidenced by: G\QO \MD \’WN\S :
Based on record review and interview on 3/16/11,
the facility failed to ensure that 1 of 7 residents
received medications as prescribed (Resident #3
- missing CoEnzyme Q10 - a dietary
supplement).

Severity: 2 Scope: 1

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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